While American medicine features a high level of technological innovation, many medical services have never undergone rigorous study of their clinical benefits. Some experts believe that less than half of all medical care is based on adequate medical evidence. To address this problem, the federal government is making a major investment in "comparative effectiveness research" (CER) to learn what therapies are most effective for patients. CER has the potential to reduce wasteful health care spending and improve the quality of care, but the political sustainability of this effort remains uncertain due to fears that it will lead to "death panels" and "rationing." Previous national surveys have shown that the public supports investments in CER but remains anxious about the use of study results to restrict treatment options or set budget priorities. An unresolved question is what factors might boost public support for the use of CER to guide clinical and policy decisions. In this paper, we investigate one potential source of support: the public's trust in physicians as faithful agents of patient interests.
We conducted a national survey to explore the public's confidence in doctors relative to other groups and its beliefs about the motivation of medical societies when they participate in public policy. The study also features a survey experiment that permits examination of the extent to which cues from doctors' groups affect public opinion relative to cues from partisan and bipartisan political groups.
We find that doctors are viewed as harder workers, more interested in helping people, more trustworthy, and more caring than other professions. Similarly, the public sees the desire to maintain high incomes for group members and to preserve group influence as being weaker motivations for medical associations than for other organizations in the policy arena. In the survey experiment, cues from a doctors' group had a greater influence on public opinion than the position of a bipartisan political commission. Our results imply that the medical profession's support may be the strongest weapon available to proponents of evidence-based medicine to combat claims that CER is simply a pretext for rationing. works better than alternatives, but much less support for using study findings as the basis for mandating clinical decisions or setting budget priorities (Gerber et al. 2010a ).
While CER has generated anxiety among the public, it is clearly not an issue about which ordinary citizens possess direct knowledge or deeply anchored values and beliefs. Public opinion about efforts to promote the integration of medical evidence into clinical practice and public policy are likely to be heavily influenced by underlying public attitudes toward health care as well as by the positions of opinion leaders (Zaller 1992 ).
In addition to government officials, one of the most important sets of opinion leaders are physicians. Physicians obviously will play a key role in implementation of CER because they bear responsibility for communicating evidence-based recommendations to patients. What has been less recognized is that physicians may also play a key political role in determining whether the new federal commitment to CER can stick. The impact that physicians may have on the political sustainability of CER stems in part from the influence of medical societies over the development of clinical guidelines. At a deeper level, it reflects the public esteem in which the medical profession is held and the high degree of trust that most Americans place in doctors when it comes to reforming the U.S. health care system. For example, nearly three-quarters of Americans (73%) express confidence in doctors to recommend the right thing for reforming the health care system. 2 As the medical profession becomes increasingly enmeshed in debates over medical evidence and cost control, it is critical for researchers to gain a better understanding of the public's assessments of physicians as potential arbiters of conflicting information about health reform proposals.
To gain insight into the mediating role of physicians in health policy, this paper addresses physician support for or opposition to a health care policy affect public opinion about that policy? We address the last question through a survey experiment that provides a way to assess how the American Medical Association's support for or opposition to a policy affects public opinion independent of the effect of the position of political groups (e.g., the political parties).
Our study focuses on public opinion, but it is important to note that physicians' own beliefs about CER remain divided and unsettled. There is a general professional consensus, supported by the findings of the Institute of Medicine, that physicians lack adequate information on the relative effectiveness of different treatment modalities (IOM 2007 ; also see AMA 2010 ).
Yet the financing system of health care in the U.S. creates "entrenched barriers" to the translation of hard data into improved care (Avorn and Fischer 2010) . Advocates argue that CER is compatible with emerging approaches to personalized medicine (Epstein and Teagarden 2010).
However, doctors may be wary of CER for conceptual reasons, believing that studies focus on "average" treatment effects and miss the idiosyncratic ways in which an intervention works for a particular subgroup of patients. In addition, physicians who earn a significant portion of their income from performing a given procedure may fail to "implement the results of a study that found the procedure to be no better than a less costly or safer alternative" Fischer 2010, 1894) . A recent survey of physician opinion found that more than half of physicians agree that having more hard data would improve the quality of care, but that two-thirds are concerned that CER will be used to restrict their freedom to select treatments for their patients (Keyhani, Woodward, and Federman 2010) . The fact that physicians' own views on CER are evolving makes it all the more important to determine the consequences of these views for the beliefs of ordinary Americans.
BACKGROUND
Before turning to our survey analysis, we briefly provide some background on the public policy problem that has led the Obama Administration to make a major investment in medical The persistence of the medical evidence gap should concern all Americans. As one medical journalist writes:
[I]t seems completely crazy for a country that spends so much on health care to spend so little on systematically filling the gaps in medical knowledge…What's the best way to get people to lose weight and exercise in order to prevent heart disease and diabetes? Nobody knows. Is a cesarean section necessary if a woman's previous child was delivered by cesarean? Can a million-dollar da Vinci surgical robot, touted by many hospitals that have purchased the device, really improve outcomes, or is it just a fancy way to spend money? If a man has prostate cancer, which remedy is best? (Brownlee 2007a) There have been cases where thousands of patients have undergone risky procedures that were later determined to be ineffective when properly evaluated (e.g., high-dose chemotherapy with bone marrow transplants for breast cancer; Mello and Brennan 2001). The more common pattern is for patients to receive treatments that are relatively safe but ineffective, increasing health costs without offsetting medical benefits (Gerber and Patashnik 2006) .
A segment of the public recognizes these problems. In a previous national survey, we found that 30% of the public believes that less than half of the care they receive is evidence based; 20% believe about half of their care is evidence based; and 50% believe more than half of their care is evidence based (Gerber et al. 2010a ). 3 The public's recognition that not all medical care is based on hard evidence does not translate into strong support for the use of research studies to mandate changes in clinical practices or the allocation of health care resources, however. Previous survey research suggests that the public supports the use of CER to provide information to health care consumers (such as creating warning labels for treatments that are not supported by strong scientific evidence) but the majority of the public opposes the use of research findings to determine which groups of patients should be protected from budget cuts in Medicare or to charge patients more to get a treatment that research has not shown to be effective if the patient's own doctor recommends the treatment (Gerber et al. 2010a ; also see Gerber et al. 2010b ).
The greatest challenge for health reformers will be to use CER as a tool for cost control, especially given recent debates over government rationing of mammograms and other health services. Using a series of survey experiments, Gerber et al. (2010a) show that support for CER declines in response to general political debate about its consequences-it is easy to stoke public fears when the subject is medical care-but that arguments against CER can be countered to some degree by specific, targeted rebuttals. Significantly, telling people that doctors support the use of CER was found to be a particularly persuasive rebuttal to the claim that CER would lead to "one-size-fits-all" medicine (Gerber et al. 2010a) . 4 This result is consistent with the hypothesis that doctors and medical associations are powerful actors when it comes to health care reform and the use of CER in particular. In the present study, we investigate why the support of doctors is important to the public and how much the support of doctors can influence public opinion surrounding health care reform.
DATA AND METHODS
The data reported in this paper are drawn from an opt-in Internet-based survey conducted from February 17-23, 2011 (n = 1,500). This survey was conducted by YouGov/Polimetrix under a contract with Yale University, and was approved by the institutional review board at Yale University. The nationally representative survey sample produced responses similar to other surveys on baseline questions about insurance coverage (23% report being uninsured) and health status (76% report their health as "good" or better). Full question wording and details on Polimetrix's sampling methodology are included in the Appendix. 4 Gerber et al. (2010a) compared the relative persuasiveness of the claim that "[m]any doctors' groups and medical associations are calling for comparative effectiveness research because the research will give doctors the information they need to identify the best treatments for their patients" to the claim that "[t]he government and insurance companies will use the research to tell doctors how to practice medicine. They will force doctors to follow one-size-fits all treatment guidelines rather than being able to use their knowledge and expertise to tailor care to each individual patient." Respondents used a sliding scale ranging from 0 (the anti-CER argument was more persuasive) to 100 (the pro argument was more persuasive). In this experiment, the mean score was 65.8.
RESULTS

Beliefs about Doctors' Motivations and Abilities
Many Americans believe that the health care system does not always promote the best outcomes for patients. When effective treatments for common conditions are not readily available, the public becomes suspicious about the reasons why. On a separate nationally representative survey, 68% of the public agreed with the statement that "drug companies keep cures for some serious medical conditions secret from the public to protect the profits they get from their current products. Our survey randomly assigned respondents to evaluate one of four professions: doctors, lawyers, grade school teachers, or Members of Congress. They were asked to rate their agreement with a series of six statements about the motivations of people from their randomly assigned profession. For example, those in the "doctors" condition were asked how much they agreed with the statement: "Becoming wealthier is important for doctors." Responses were measured on a five-point scale ranging from "strongly disagree" (1) to "strongly agree" (5) .
Mean responses to these items for each profession are displayed in Figure 1 . [
FIGURE 1 ABOUT HERE]
The results indicate that doctors are viewed as harder workers, more interested in helping people, more trustworthy, and as caring more ("about people like me") than each of the other professions. All of the differences in the public's assessment of doctors compared to other professions are statistically significant at p<.05, two-tailed, with the exception of the differences between doctors and school teachers on the "interested in helping people" (p=.26) and "can be helps some patients who get it, your doctor knows whether you will be among those for whom the treatment is effective." The public's faith in doctors reinforces public concerns that CER would reduce physicians' ability to exercise professional judgment when caring for individual patients.
Beliefs about the Motivations of Medical Associations
While the public has the most direct contact with individual physicians, medical societies are involved in Medicare coverage and reimbursement decisions and have more direct influence over public policy. Medical societies take positions on proposed changes to federal rules and make recommendations for coverage and reimbursement decisions under Medicare that affect program beneficiaries and taxpayers. When comparative effectiveness studies are published about the benefits, costs, and risks of a given treatment, medical societies may issue statements about the research methodologies used and the significance of the study findings. These statements may be quoted in the media and shape public beliefs about the effectiveness of particular treatment modalities as well as about the quality and efficiency of the U.S. medical system. In these respects, at least, medical associations are similar to other economic organizations that adopt positions and make recommendations to influence public policy. An important question is whether the public views doctor associations as having the same or different motivations than other groups.
Respondents to our survey were asked to evaluate the importance of several factors in explaining why various groups make policy recommendations. Each respondent was randomly assigned to evaluate the motivations of one of four groups: medical associations, unions, business organizations, or health insurance organizations. We investigated the importance of the following five motivations: maintaining high income for group members; preserving the group's influence over policy makers; ensuring that new laws and regulations help their industry;
promoting the health of patients (for doctor's groups and health insurance organizations) or workers (for business organizations and unions); and protecting doctors from malpractice suits (for doctor's groups and health insurance organizations only). Responses were measured on a five-point scale ranging from "Not at all important" (1) to "Extremely important" (5). Figure 2 displays the percent who chose either of the top two response categories: "very important" or "extremely important."
The results indicate that the public sees the desire to maintain high incomes for group members and to preserve group influence over policy makers as being weaker motivations for medical associations than for unions and business organizations. Only 45% stated that "maintaining high incomes" was either very or extremely important to medical associations, whereas 60% and 55% said the same for unions and business organizations. The public also perceives medical associations as being more concerned about promoting patient health (65% selected very or extremely important) than health insurance organizations (56%), and to be more concerned about promoting patient health than unions (54%) and business organizations (42%)
are concerned about promoting worker health. The public does, however, see the desire to protect doctors from malpractice suits as being a stronger motivator for medical associations (61%) than for health insurance organizations (50%).
Survey Experiment on Medical Association and Political Cues
The survey findings discussed above suggest that the public regards doctors as trustworthy actors motivated to help patients. The public's high level of confidence in doctors is striking compared not only to the degree of trust in other professional groups, but also relative to the deep mistrust Americans have in government, particularly with respect to health policy. The success of the new federal emphasis on CER will depend in part on whether the public concludes that doctors are embracing the initiative or resisting it. To the extent the public is fearful that CER is simply an exercise in cost control that will impede doctors from tailoring treatments to the needs of individual patients, the strong support of individual physicians and medical associations may help overcome it.
As mentioned above, a prior study examined which substantive responses to claims that CER will lead to rationing or "one-size-fits-all" medicine are most effective (Gerber et al. 2010a ). However, given the complexity of the issue, the source of arguments about CER policy may prove just as important. We examined this possibility by performing a survey experiment.
The design allows us to assess how public support for a generic proposal to "help reduce the amount we spend on health care" is affected by the support or opposition of medical associations and both partisan and bipartisan political groups. These group support and opposition cues were randomly assigned across respondents and were designed to mimic common elements of the political debate over health care cost control. We did not give the proposal any substantive content beyond indicating that it would help constrain health care costs because cost control is the dimension of CER that has been most controversial.
Two group cue dimensions were experimentally manipulated. The first dimension varied the American Medical Association's (AMA) position. One-third of the sample was told that the AMA endorsed the proposal; another third was told that the AMA opposed the proposal; the AMA's position on the proposal was not mentioned for the remaining one-third of respondents.
The second dimension of the experiment examined the effects of political group endorsements. Each respondent saw a statement that described the proposal as (a) "supported by congressional Democrats but opposed by congressional Republicans," (b) "supported by congressional Republicans but opposed by congressional Democrats," (c) "supported by congressional Democrats and Republicans" or (d) "supported by a bipartisan commission on deficit reduction." An additional group was randomly assigned to receive no political group cue.
These five conditions were randomly assigned with equal probability independently of the AMA cue treatment.
In sum, some respondents were presented with the position of a single group (e.g., AMA endorsement or endorsement from a bipartisan commission) while others were presented with both a political cue and the position of the AMA. (No respondents were assigned to the condition in which neither a political cue nor the AMA cue was provided.) The outcome measure was respondents' assessments of how the particular cue (or cues) would affect their own support for the proposal and was measured using a five-point scale ranging from "much less likely to support" (-2) to "much more likely to support" (2).
For each of the 14 experimental conditions, for Democrats, Republicans, and Independents; differences across partisan groups are not statistically significant (p>.10 for all pairwise comparisons; see Table 2 ). Taken together, these results suggest that public support of a proposal to help reduce health care spending is likely to be significantly influenced by the position of the AMA.
We expected the position of a bipartisan commission on deficit reduction to affect public opinion as well but the results suggest it did not. Collapsing the AMA conditions (row 4 of Table   1 ), we find that in the absence of a political cue, average support for the proposal is .12 (column A). When the bipartisan commission cue is given, average support is also approximately .12
(column C). The bipartisan commission cue does not meaningfully affect responses: 20% of the people who received the bipartisan commission supports cue said they were (somewhat or much) less likely to support the proposal, while 17% of the people who received no political cue did so; 31% of the people who received the bipartisan commission supports cue said they were (somewhat or much) more likely to support the proposal, while 27% of the people who received no political cue said the same. The effect of support from a bipartisan commission does not vary across respondents with differing partisan identities, including those who identify as Independent (p>.10 for all pairwise comparisons; see Table 2 ). Overall, these results imply that endorsements from bipartisan political committees are unlikely to increase public support for proposals to reduce health care spending.
Aggregate support for the proposal is not significantly affected by the other political cues.
The differences between the bipartisan commission and the other political cue conditions in row 4 are not statistically significant (p=.43 for difference between bipartisan commission and Democrats support; p=.52 for difference between bipartisan commission and both parties support; p=.78 for difference between bipartisan commission and Republicans support).
Collapsing across AMA conditions (row 4), there are no statistically significant differences between any of the other political cues and the group that received no political cue or between the other political cue experimental conditions (p>.10 for all pairwise comparisons).
Partisans, however, do differ substantially in their responses to directional partisan cues (see Table 2 ). To summarize, members of the public who identify with a political party are more responsive to cues from their party about whether to support a generic health care cost control proposal than they are to information about the AMA's position (as seen in Table 2 ). However, given the aggregate distribution of partisan preferences in the electorate, the effects of Democratic and Republican partisan cues are likely to be offsetting (as seen in Table 1 ).
Additionally, the position of the AMA has a larger effect than either of the bipartisan cues ("both parties support" and "bipartisan panel supports"). Thus, the findings from this survey experiment illustrate the important role medical associations like the AMA may play in determining the political future of issues such as CER. Even without giving respondents specific reasons why a health care cost control proposal would be good or bad for patients, the AMA's position has the potential to significantly influence public support or opposition. While there are many reasons for the inefficiency of the U.S. health care system, one is the failure to generate and use hard evidence about the relative benefits of treatment alternatives.
DISCUSSION
The promise of CER is that better data and its integration into clinical practice and public policy decisions can help promote better quality and value in health care. This aspect of CER is reasonably straightforward. The radical element of CER is its implicit challenge to the widespread belief that doctors already know what is best for patients and already practice evidence-based medicine. To the extent that CER is viewed as imposing a constraint on the ability of doctors to exercise their professional judgment, much of the American public is likely to oppose it (Gerber et al. 2010a ). If CER is, instead, seen as an objective tool that helps physicians make the best treatment decisions for and with their patients, Americans are likely to be become more comfortable with it (Gerber et al. 2010a ).
In part because medical knowledge is esoteric and asymmetrically distributed, the United
States delegates vast decision-making authority to physicians (Arrow 1963 ). Yet the medical profession is also a political institution that has the "power to distract, encourage, limit, and inform public recognition of and deliberation over social problems" (Dzur 2002, 178 The controversy over CER stems in part from a recognition that studies could challenge the usefulness of common treatments, as well as the income streams of drug companies, device firms, and provider groups. Given the unsustainability of the current growth rate of health care spending, however, the question is not whether the nation will seek to control health care costs but how. Physician leadership in promoting public acceptance of CER as the scientific foundation for cost control measures may help reduce the need for blunter and less patientcentered methods of cost controls in the future (also see, for example, Reuben and Cassel 2011).
Limitations and Directions for Future Research
The results of the present study suggest that physicians and medical associations have the ability to influence public support for CER and its likely political sustainability. As with any study, some limitations should be kept in mind. We discuss three such limitations, which also suggest possible avenues for future research.
First, we did not ask respondents to evaluate a policy specifically associated with CER (rather, they evaluated a generic health care cost control proposal). It is possible that a positive or negative endorsement from a medical association such as the AMA would be less (or more)
effectual when explicitly framed in the context of CER. Future work could use the survey experimental design used here to test such a proposition.
Second, this design could also be used to explore whether and how the endorsement or Last, and more broadly, the survey experiment we use presents respondents with a simplified representation of the world in many ways. Most notably, the survey experiment provides respondents limited information on which to base their decisions. Although this simplified framework demonstrates that physician endorsements are potentially important to the sustainability of a health policy proposal, we cannot say with certainty that such endorsements would result in similar effects where other information is available to citizens. While we believe the public's high level of confidence in doctors and medical associations is robust to alternative models, a survey experiment that embeds more detailed and complex information about the health care system and a specific proposal would provide a more complete picture of the types of information people encounter in the real world and the potential effect doctors and medical associations can have on public opinion.
Details on YouGov/Polimetrix's Sampling Methodology
The data reported in this article are drawn from an opt-in Internet-based survey conducted from February 17-23, 2011 (n = 1,500). This survey was conducted by YouGov/Polimetrix under a contract with Yale University, and was approved by the institutional review board at Yale University. YouGov/Polimetrix uses a combination of sampling and matching techniques to account for the fact that opt-in Internet survey respondents may differ from the general population. This process is designed to approximate a random digit dialing sample.
The final survey sample is constructed by drawing a target population sample that is representative of the general population on a variety of characteristics. Specifically, YouGov/Polimetrix interviewed 1,644 respondents who were then matched down to a sample of 1,500 to produce the final dataset. The respondents were matched on gender, age, race, education, party identification, ideology, and political interest. YouGov/Polimetrix then weighted the matched set of survey respondents to known marginals for the general population of the United States from the 2006 American Community Survey. All of the analysis presented in the paper uses these weights. 
Question Wording
Figure 1. Beliefs about the Motivations of Doctors Compared to Other Professions
Note: Mean responses to the question "How much do you agree with each of the following statements?" Responses were measured on a 5-point scale ranging from "strongly disagree" (1) to "strongly agree" (5) . Full question wording is included in the Appendix. 
. Beliefs about the Motivations of Medical Associations Compared to Other Groups
Note: Responses to the question "When developing their recommendations, how important do you think each of the following considerations is to these groups?" Responses were measured on a 5-point scale ranging from "Not at all important" (1) to "Extremely important" (5) . Full question wording is included in the Appendix.The figure displays the percent who responded that the consideration was "very important" and "extremely important" (the top two response categories). 
